Ferguson-Smith et at2 is not included in the tabulation because he was also partially trisomic for the distal four bands of Sq and so was not a pure case of partial 2p monosomy. The patient reported by antenatally by normal AFP screening, but was only possible by ultrasound examination.
Sacrococcygeal teratoma is usually congenital, although in 25% of cases it manifests after the age of 2 months. As its name suggests, this tumour spreads through the perineum and the small pelvis, thus displacing the anus and the external genitalia. It consists of solid and cystic parts, usually surrounded by a connective tissue capsule. It is usually a benign tumour with only 10% of the congenital cases turning out to be malignant according to statistics; however, 90% of cases manifesting after the age of 2 months are malignant. This type of tumour acquired new significance with the development of antenatal diagnosis. It was found that in the presence of sacrococcygeal teratoma the AFP concentration and also the acetylcholinesterase (AChE) activity were increased in the amniotic fluid.>5 More recently, it has been possible to localise the tumour exactly and to determine its size using ultrasound. 6 In our case the AFP concentration in the amniotic fluid was found to be normal, in spite of severe sacrococcygeal teratoma. For this reason, we report our antenatal diagnostic and pathological findings.
Case report Our patient, a 29 year old woman, became pregnant for the first time in the eighth year of her marriage. The serum AFP concentration in the 16th week of gestation was 56 ng/ml. On ultrasound examination (in our region all pregnancies are routinely scanned at 18 weeks), an unusual echo was detected starting in the sacrococcygeal area of the fetus. The lesion was partly solid and partly cystic and measured 53x39x44 mm. It was attached to the pelvis over a considerable area and discontinuity of the spine could be demonstrated posteriorly in the lower lumbar region (figs 1 and 2). Only epithelial cells were found in the amniotic fluid obtained by transabdominal amniocentesis and no cells with phagocytic characteristics indicating an open lesion were observed.7 x In the amniotic fluid the AFP concentration was 13 230 ng/ml (range 7800 to 19 000 ng/ml) and AChE activity was 9-5 U/l (range 3-3 to 17-8 U/l).
On the basis of these findings we considered the diagnosis of sacrococcygeal teratoma with skin cover and spina bifida. To confirm the diagnosis, ultrasound examination was repeated after two weeks. The tumour showed definite growth (58 x42 x45 mm) and the closure defect could still be seen.
In view of these findings, we discussed the situation with the couple, who requested termination. Abortion was induced by 100 ml of 0-1% Rivanol solution injected transcervically into the extraovular area and then an oxytocin drip infusion was set up the following day. The abortion took place uneventfully.
The male fetus weighed 350 g. There was a tumour in the sacral and coccygeal area, with a wide Since there was a closure defect in the lower spine, the quantitative increase of these chemical components and the appearance of phagocytic cells would have been expected. The absence of chemical and cellular reaction might be related to the fact that the tumour had practically covered the closure defect, thus preventing both transudation and cytological exfoliation. Therefore, spina bifida could only be diagnosed by ultrasound.
Apart from spina bifida, however, in most of the cases reported so far, sacrococcygeal teratoma itself has caused an increase in the amniotic fluid AFP concentration.2-5 The tumour produces protein in large quantities and this has been regarded as the reason for the high amniotic fluid AFP concentration.2 The AFP concentration in serum is also increased in the case of teratomas observed in infancy or in adulthood.'( The AFP produced by the tumour can also enter the amniotic fluid directly when it is not covered with intact skin and therefore the normal AFP concentration of amniotic fluid is not unexpected when intact skin prevents transudation.9
In our case, however, the tumour was not covered with intact skin, only with a thin membrane, so that in theory AFP could have entered the amniotic fluid in large quantities, all the more so since the derivatives of all three germ layers were present in the tumour, including hepatic tissue which is an especially active AFP synthesiser. Though it is feasible that with the advance of gestation the quantity of AFP produced might have increased with the growth of the tumour, by that time it could not have been of use for screening and diagnosis.
This case confirms our routine practice that antenatal screening for congenital malformations can be performed effectively only when AFP and ultrasound are used together. By ultrasound examination we could determine the increase in size of the tumour and identify the spina bifida. On the basis of these objective data we could inform the couple of the serious prognosis of the defects. Because the tumour had been diagnosed before the 20th week of gestation, its size was almost that of the intact parts of the fetus, it was gradually increasing in size, and there was concomitant spina bifida, we were in agreement with the couple when they decided for induced abortion. However, this does not necessarily mean that abortion is the only possible solution in all cases of sacrococcygeal teratoma as there might be cases which can be successfully operated upon in the neonatal period. Antenatal examination should be able to define the seriousness of the defect and allow discussion and consideration of the various options in the light of others' experiences. Therefore, such cases should be investigated in centres for antenatal diagnosis and individual cases managed on their own merits, allowing for the particular circumstances of the case.
The heart is usually normal in Nager syndrome. Exceptions include reports in which the heart defect is minimal or the case is atypical of Nager syndrome, which we discuss.
We present a clear cut case of Nager syndrome with a congenital heart defect.
Case report The patient, a male, was the only child of an unrelated healthy Nigerian father and West Indian mother. At the time of conception, the mother was aged 19 years and the father was aged 31 years. He had been undergoing investigations for oligospermia. During the pregnancy the mother had remained healthy apart from vomiting at eight weeks for which metoclopramide was given orally. At 30 weeks' gestation, an ultrasound scan was done and showed polyhydramnios. The baby was born by rapid spontaneous vaginal delivery on the same day. The Apgar score at one minute was 5. The five minute Apgar was 9, following administration of oxygen via a face mask. The gestational age was assessed as 30 weeks by Dubowitz criteria. At birth, the weight was 1070 g (10th centile), the length 40 cm (25th centile), and the head circumference 28 cm (50th centile). The 
